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A monitoring sutvey was conducted from March
24, 2009, through March 26, 2009. The Plan of
Carrection for the August 12, 2008 recertification o
survey, which was submitted by the facility on MAY -1 2008
Septemnber i, 2008, T\:;as f;he n;ocus of this "
menitoring survey, The facility provided services TRICT OF COLUMB
and support; for six male cllents with various VEBNM%;%;E;;MHENR‘%F HEALTH

disabilfies. _ HEALTH REGULATION ADMINISTRATION

- LOOR
The findings of this survey were based on m“ﬂg:m%ﬁ%%%b%gg -
cbsarvations: and interviews at the group home L :
and one day program, and a review of clinical and
edministrative records including the faciiity's
| unusua! Inciiient raports,
{W 120} | 483.410(c)(:}} SERVICES PROVIDED WITH {W 120) 846/08

OUTSIDE SOURCES :

The facility r1ust assure that outside services
meet the neixds of esch client, _ !

Thig STANCARD s not met as evidenced by
Basad an ot servation, interviews, and record
reviaw, the facility falied to ensure that outside
gervices me. the needs of each client, for one of
the six clientis residing in the facility. (Client #2)

The finding Includes:

The QMRP failed to ensure that Client #2' day
program us¢d the prescribed adaptive feeding
equipment as evidenced below:

Observation s at Client #2's day program on
March 24, 2109, at 12:27 PM revealed Cliant $2
eating lunch from a plastic storage container and
was placed on a riser and using a byilt up

n, ¢ ns during the shack and

PR OATE -

— < 20|00

y deficiency statement ending mmnq-nmuwmqmm»nmnmbnmyummﬁmmmmm k is detarm g
ther safeguards provida suff cient protection hthmﬁonh.(ﬂuiﬂrwﬂm) Excopt for nunsing hom.ﬂbﬂmmlmnm:r’tdimumn;z;:
ollowing mdahohumywm_arornﬂaphnofwmbmnd. Fot nursing homu.mubmhdinqundphn: of correction are tisclosabile 14
m rﬂbpv:l:lg‘::\; ::u these docimenis am mada svaRabie to the facilty. ¥ deficlancies are cited, ury approves| plan of correction is requiaite 10 contipiued
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W 124 | 483.420(a)(:’) PROTECTION OF CLIENTS
RIGHTS

The facility riust ensure the rights of all clients.
Therefora the facility must Inform each cilent,
parent (if the: client is a minor), or legal guardian,
of the client's medical condition, developmental
and behaviral status, attendant risks of
treatment, and of tha right to refuse treatment.

This STANCARD i3 not met as evidenced by:
Based on ol servation, staff intarview, and record
review, the facility failed to establish a system that
would ensure clients were informed of thelr risks
and benefits of their madication, for one of the six
clients resid ng in the facility. (Client #8)

0 C HEALTH CARE WASHINGTON, DC 20001
) 10 SUMMARY STATEMENT OF DEFICIENGIES 1D O SO LAl OF CORRECTION COMBLETION
v m‘uﬁﬁmémﬁﬁéfm% TAG m%csasm%ﬁ m%s APPROPRIATE DATE
{W 120} | Continued From page 1 (W 120}

dinner at his residence on March 24, 2009, at
4:30 PM ane) B:20 PM, respactively, reveaied
Client #2 we s eating his meals utilizing a regular
tablespoon, section plate and a piate riser.
Intarview with the Qualified Mental Retardstion A mecting was held at client # 2's day

’ uali Program to review client # 2's cating
i 2,50, st g emen e
maware of 1he day program's usage of the plastic The day program will implement the
storage con'ainer for meals. She further profocol at all times. Adaptive
indicated thut during her last monitofing visit to squipment fo Include a built up spoon,
the day program she obsenved the client using a three sided plate and a plate riser have
piate riser, t it up spaon and scoop piate. been provided for client # 2°s use both

"0 his residence and at hig program,
According 1 Client #2's Occupational Therapy QMRP to monitor implementation | 03-26-09
(OT) asseas ment, dated January 12, 2008, which during monthly visits to client # 2 day
was reviewecl on March 25, 2009 at program and at his home,
approximate ly 10:00 AM , The client was
recommendad several adsptive feeding supports (Attachment A and B )
to include a three sided plate, and built up spoon,
[Sea W159]
W24

L
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Continued F om page 2

The finding j1ciudes:

The facility friled to engura that informed consent
was obtaine: from Client #8 and/or his legs)
guardian prinr to the adminisiration of his
psychotropic. medications,

Medication s dministration observation on March
24, 2009 at13:00 PM revealad that Client #6
received Seingue, Inderal, Neurontin and
Depakote. |1terview with the Licensed Practical
Nurse (LPN, on March 24, 2008 at 6:20 PM
indicated thit the client receivad the
aforermentioned medication for his maladaptive
behaviors.

During the antrance conference on March 24,
2009 at 8:0C AM, an interview was conducted
with the Quz Iified Mantal Retardation
Professional (QMRP) revealed the client did not
hava the capacity fo give informed consent for the
use of medivations and habilitation services.

Review of C iant #5's record on March 24, 20608,
at 10:30 AM revealed a psychological
assessment dated January 22, 2009, that verified
the QMRP's statement. According to the
assessmant Client #6 "is not able to make
independen! decisions concerning his residential
or day placements. He lacks the cognitive skills
necessary k& understand the implications of such
decisions ar ¢ therefore cannot give his informed
consent He: lacks the judgment and insight
required o riake decisiona independently.” The
QMRP furth3r revealed the client had a court
gppointed guardian to assist him In decision
making.

W24

| Guardian.

Attachment “C”

Client # 6's general medical Guardian
has signed the consent form for the' use
of client# 6’s psychotropic medications.
The consent form includes the henef:ns
fpotential side effects associated with u" i'?loq'
the medicating. QMRP will ensure that

. consents are appropriately signed by the

FORM CIMS-2507(02-001 Prevics; Yorsions Cbsolats Everf ID:EYs&12
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Continued From page 3

Review of te client's medical record and
additional interview with the QMRP on March 24,
2008 at approximately 10:45 AM falied to provide
evidence thixt Client #6's treatment needs,
including thr) benefits and potential side effects
associated 'vith his medications, and the right to
refuse treat nent, had been explained to him
and/or & legelly authorized representative.
483.420(d) 2) STAFF TREATMENT OF
CLIENTS

The facility irust ensure that ali allegations of
mistreatmaiit, neglect or abuse, as well as
injuries of u Yknown source, are reported
immediately o the administrator or to other
officials in accordance with Stats law through
established procadures,

This STANDARD i3 not met as avidanced by:
Based on interview and record review, the facility
faited to anzure that injurles of unknown origin
were reporti:d immediately to the administrator or
to other officials in acoordance with district law
(22 DCMR, Chapter 35, Section 3518.10), for two
of tha six cllants residing In the faciity. (Clients
#2 and #3) ~

The finding!; include:

1. Review «f the incidents and investigative -

reports on March 24, 2009 at 7:45 AM revealed
the followiny) injuries of unknown origin had not
been reportd to the Administrator s required:

On March 3, 2009, Client #3 was admitted to the
local hospltl for seizura selivity, The client was
discharged on March 9, 2009. During the olient's
hospital stas, the Qualified Mental Retardation

W 124

W 153

Clieat#3 sustained an injury during his
stay in the hospital. QMRP was unable
to get any information pertaining to the
incident. In-Service training was
conducted by the Incident Management
Coordinator with QMRP  and
residential staff on prompt reporting of
infuries of unknown origin to
administrator and DOH,

Please See Attachment “D”

03-26-09
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Professional (QMRP) observed abrasions to the
clfent's foreh 2ad and to the top of his head on
March 4, 200 ¢.

Interview with the QMRP and Program Director
on March 25 2009, at approximataly 10:30 AM
indicated that the abrasions cccurred during the
client's hospital stay and she ¢could not obtain any
information f-om the hospital staff, regarding the
abrasions. Further interview revealed the injury of
unknown oriijin was not raported to the
administrato or to the Department of Heslth
(DOH). Ther 2 was no evidence the facilily
reported the injury of unknown origin immediately
as required.

2. Review o’a PCP note dated February 25,
2002 on March 25, 2009, at approximately 10:00
AM revesled Client #2 has swelling on his
forehead.

Interview wit1 the QMRP on March 25, 2009, at
approximatey 10:30 AM revealed she had no
knowiadge cf the swelling on Client #2's
forehead. Interview revealed that the client went
to his PCP on February 25, 2009, for a follow-up.
Interview revealed the injury of unknown origin
gganot repcriad t the administrator or to the

There was na evidence the facility reported the
injury of unk sown origin immediately to the
administrato- and DOH.,

483.420(d)(:) STAFF TREATMENT OF
CLIENTS

The facility riust have evidence that all afleged
vioiations am thoroughly investigated.

W 153

Client#3 sustained an injury during his
stay in the hospital. QMRP was unable
to get any information pertaining to the
incident. In-Service ftraining was
conducted by the Incident Management
Coordinator  with QMRF  and
residential staff on prompt reporting of
injuries of unknown origin to
administrator and DOH.

Adodhmer O

W 154

3/361‘37
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This STANDARD is not met as evidenced by:
Based on observation, interview and record
raview, the fiicility falied to thoroughly investigate
incidents of unknown origin, for twe of the six
cilents residing in the facility. (Clients #2 and #3)

The findings ixciude:

1. Review o' the Client #2’s medical record on
March 25, 2009 at 10:00 AM revealed the
following InjL ries of unknown origin:

On February 25, 2008, the review of Client #2's
medical reccrd revealed the client had swelling on
his forehead,

Interview with the Quaiified Mental Retardation
Professional (QMRP) and Program Director on
March 25, 2008 at approximately 10:30 AM
revealed that the facility did not investigate the
Injuries of uriknown origin.

2. Observations on March 24, 2009 at 4:30 PM
revealad Clinnt #3 had scratches on his forahead
and the top of his head, interview with the QMRP
and Program Director on the same date indicated
thiat tho clier t sustained the scratches during his
hospital stay (March 3, 2009 through March g,
2009). Furthor interview Indicatad that during the
client's hospital stay, they could not obtain any -
information from the hospital staff, regarding the
abrasions,

At the time ¢ the survey, the facility failed to
provide evidance that the aforementioned incident
had been inestigated,

483.430(a) QQUALIFIED MENTAL
RETARDATION PROFESSIONAL

w154

{w 158}

Client#3 sustained an injury during his
stay in the hospita). QMRP was unable
to get any information pertaining to the
incident. In-Service training was
conducted by the Incident Management
Coordinator  with QMRP  and
residential staff ov prompt reporting of
injuries of unknown origin to
administrator and DOH,

Cadechmed O

2

9/15/08
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Each cllent’) active treatment program must be
integratad, toordinated and monitored by a '
qualified menta! retardation professional,

This STANDARD is not met as evidenced by:
Basad on ¢'xservation, interview with the Qualified
Mantal Ret: rdation Professional (QMRP) and
racord reviaw, the GMRP failed o ensure
integration, coordination and monitoring of client's
feeding supports, for two of six clients residing in
the facility, (Clients #2 and #6)

The finding:; include;

1. The QMIRP failed 16 snsura that Client 22' day
program us xd the prescribed adaptive feeding
equipment (s evidancad below:

Observatior s at Client #2's day program on
March 24, 2009, at 12:27 PM revealed Client #2
eating lunct from a plastic storage container and
was placed on a riser and using a built up
teaspoon. (bservations during the snack and
dinner at hit: residence on March 24, 2009, at
4:30 PM an 1 8:20 PM, respectively, revealed
Cllent #2 wiis eating his meals wtilizing a regular
tablespoon, section plate and a piate riser.

Interview with the Qualified Menta Retardation
Professional (GMRP) on March 24, 2009, at
approximatiily 10:00 AM indicated that she was
unaware of the day program’s usage of the plastic
storage container for meals. Sha further
indicated thiat during her last menitoring visit to
the day pro(jram she observed the client using a
piste riser, huilt up spoon and scoop plate.

" A meeting was held at client # 2's day
program to review client # 2's eating
protocol and adaptive ¢quipment needs.
The day program will implement the
protocol at all times. Adaptive
equipment to include a built up spoon,
three sided plate and a plate riser have
been provided for client # 2*s use both
in his residence and at his program.
QMRP to monitor impiementation
during monthly visits to client # 2 day
program and at his home. '

3/34@

{Attachment A and B )

FORM CMS-2567(D2-90) Pravios » Varsions Obsalabs
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The individiial prograin plan must describe
relevant inurventions to support the individual
toward intnpendence.

This STANIJARD ig not met as evidenced by.
Basad on odservation, staff interview and record
raview, the facility fafled to ensure that there
were, written instructions for addressing clents
maladaptivi: behavior of puiling on nipples, for
one of the six clients reskiing in the facility.
{Client #6)

The finding includes:

During eveiiing observations on March 24, 2009

torn. Interv ew with the Qualified Mental
Retardation Professional (QMRP) on the same
day at 8:45 PM revesled that the client had bean
pifling on his nipples because his shirt was torn

a tom shirt, Further interview indicated that the
client had a Behavior Support Plan (88P) to
address his behavior of nippie pulling.

at 4:30 PM, Client #6 was observed pulling on his
nipples. Al 5:45 PM, Ciient #6's pocket shirt was

and ha did 1ot come home from day program with

FORM APPROV%I;J
M R
__CENTERS FOR MED
DEFICIENGN i¢ PROVIDER/SUPPLIERICUA (%2) ML TIPLE CONSTRUCTION (X3} DATE SURVEY
:TNBTELM.A?;FD;ORREGM ® & IDENTIFICATION NUMBER: A BUILDING GUMPLE;ED
090038 i uy2siz000 |
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' ON o8
o) 1B SUMR ARY STATEMENT OF DEFICIENCIES R PROVIDER'S PLAN OF mﬁgﬂﬂm L ol
P?'Efau REGUI.AI?I'EC ﬁ% mENBTEl;nNG lnrgaﬂhraﬁglm P?A-G“ ceoss-aﬂnzgec% ;g: GT%E APPROPRIATE CATE
{W 159} | Continued From page 7 {w 159)
According ti Client #2's Ocoupational Therapy
(OT) assesiment, dated January 12, 2009, which
was reviewsd on March 25, 2000 at Client # € oo .
approximatnly 10:00 AM . The clientwas e peny B oing roowed by
recommenc ed saveral adaptive feeding supports i ntefvznﬁomgan d mtegi:s A :;‘;r“e:
i -3
to include a three sided plate, and built up spoon, npple pulling, A BSP wil oo 5 hﬁm
2, The facilly's QMRP falied ta ensure that there implemented by
were, writte1 instructions for addressing clients
maladaptivi: behavior of pulling on nippies. [See
W240]
W 240 ( 483.440{c){S)(l) INDIVIDUAL PROGRAM PLAN W 240
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Review of Client #6's Psychulagical Assessment
dated Janusiry 22, 2008 on March 25, 2009 at
8:30 AM revealed, "pulfing on nipples” as a
targetad maladaptive behavior to ba addressed in
the client's I3SP. Further review of the cllent's
BSP dated |*sbruary 3, 2009, included
intervention s to address the behaviors of
&ggression, clothes tearing and tauching paople.
The BSP hewever, did not include intervantions to
address puling on his nipples. -

Interview with QMRP on March 25, 2009, verified
thera was n 3 evidence that the cument BSP
addressed (ocumented interventions to manage
Client #8's behavior of pulling on his nipples. The
facllity failec: to deveiop writlen interventions o
address anilior manage Client #6's maladaptive
behavior,

483.440(1)(2 (1} PROGRAM MONITORING &
CHANGE

The commiltae should insure that these programs

are conducizd only with the written informed
consent of the client, parents (If the client is g
minor) or lejal guardian.

This STANDARD Is not met as evidenced by
Based on irtarview and record review, the
facility's spe clally-constituted committes failed to
ensure that restrictive programs wers used only
after wrilten congents had been obtained, for one
of the gix client residing in the feciity. (Client #2)

The finding includes:

Observatior, of the moming medication
sdministrati>n on March 24, 2009 at 8:00 PM

W 240

nipple

W 263

Client # 6’s BSP is being reviewed by
the psychologist and revised to include
interventions and stretcgies to address

implemented by 05-20-09

pulling. A BSP will be

FDWMTM)HWIV&IMM : Evert IO EYSE12

Faclilty I); 00038
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revealsd Ci ent #8 recaived medications including
Seroquel, inderal, Neurontin and L
interview with the Licensed Practical Nurse (LPN)
aftar the medication administration revealed the
aforementk ned madications were used 1o
address the client's maladaptive behaviors.

During the untrance conference on March 24,
2009 at 8:0) AM, an interview was conducted
with the QV'RP revealed that the cllent did not
have the capacity to give informed consent for the
use of med.cations and habiltation services. The
QMRP's st:tement was verified on March 24,
2009 at 10: 30 AM through review of Cliant #5's
Psychological assessment dated January 22,
2009, Accerding to the assessment, Cllant #8
"does not e/idence the capacity to make -
independert decislons on her behaif regarding
her hablltstion planning, placement, treatment,
financial an 1 medical matters due to profound
mental reta dation, He can not execute a durable
power of alicmey." Continued interview with the
QMRP, revealed that Client #6 had a court
appoined guardian,

Further revisw of Client #8's record on March 24,
2008 et ap.roximately at 11:00 AM revealed that
the client, ir addition fo taking psychotroplo
medication:, alsc had a Behavior Support Pian
dated Febnary 3, 2008 to address his behaviors
of aggressiunn, clothes tearing and touching
pecple, At the time of the survey however, the
facility faiiec| to provide evidence that consent was
obtained fo1 the use of the psychotropic
medication any Bahavior Support Pian (BSF) that
were desigr ed/conducted to reduce Client #6's
behaviors, [Cross-refer to W124)

W 331 | 483.450(c) VURSING SERVICES

W 263

W 331

Client # 6°s general medical Guardian
has signed the consent form for the use
of client# 6’s psychotropic medications.
The -consent form includes the benefits

 /potential side effects associated with
the medicating. QMRP will ensure that
Consents are appropriately signed by the
Guardian.

04-17-03
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The facifity inust provide clients with nursing.
services in nocordsnce with their needs,

This STANDARD s not met as evidenced by:
Based on o'>servation, staff interview and racord
verification, the facility's nurse failed {o ensure
nursing senvices In accordance with clients
neads, for cne of the six clients residing in the
facility. (Clisnt #6)

The finding: include:

1. The faclity's nurse failed to monitor Client #6's
bload pressure prior to administering his
medication.

Observatior g of the medication administration on
March 24, 2009, at 8:00 PM, revealed the
medication 1urse prepared and administered
Client #§'s rnedications including Inderai 40 mg
BID. Comparison of the medication

administrati >n abservation and the physician's
order dated March 20089, on March 24, 2009, at
7:30 PM rex ealed that the client's blcod pressure
shouid be tken prior to the administration of
Inderal. Fuither review indicated that Inderal
should be h2id if the ¢leint's biood pressure was
tess than 1( 0 systolic.

Interview with the medication nurse on March 24,
2009, at apyroximately 7:50 PM confirmed that
she did nat ake Client #6's blocd prassure prior
to the admiristration Client #2's Inders!.

2, The faciify's nurse failed to ensure
comprehentive treatment services for the
maintenanc: of dental hegith, [See W356]

An In-Service training for LPN, QMRP
and HM was given by nursing director
on 03/25/09 to emsure the proper med
pass and all the medication
administration procedures are followed.
DC Health Care will ensure continue
training of LPN’s on a regular basis.

Please See attachment ¥ E
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3, The facil ty's nurse failed to ensure that clients
received all prescribed medications without error.

[See W3s3] -
W 363 | 483.460{k){2) DRUG ADMINIST] RATION W 369

The systern for drug administration must assure
that all drugs, including those that are
salf-adminis tered, are administerad without error.

This STANIDIARD is not met as evidenced by:
Basad on olyservation and record review, the
facifity fallec. to ensure that each client recsived
all prescrib ad medications without eror, for one
of the six clients residing in the facility. (Client #8)

The finding inciudes:

Ob: tior of i j ; .,

March 24,2008, t 6,00 M, Clam s was” a0 F e aing for LFN, QMRE
observed buing adminlstered Zocor, Saroquel, on 03/25/06 ng director
Inderal, Neurontin, and Depakote, Comparison of pass  and T;l’““hthe proper med
the medicat.on administration observation and the administrapir W€ medication
physician's xrder dated March 2009 on March 24, N ouation procedures are followed,
2008 at 7:31) PM revealed that the client was alsc DC Health Care will ensure continge
prescribed Izroxide Solution, five drops to both training of LPN's on a regular basis.
ears, three limes per month. Interview with the
medicalion 1urse at 7:50 PM confirmed that she Please See attachment # £
had complated her medication administration
without adrr inistering Client #6's Peroxide
Solution to liis ears.

FOMMTM—H}MN! Verzions Obaninie Event [D: EYSs12 Faciily 1D 005038 if continuation sheet PBaga 12¢f12
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{1 000} INITIAL COMMENTS ' {1 000}

A monitorin, survey was conducted from March
24, 2009, through March 25, 2009, The Plan of
Correction for the August 12, 2008 recevtification
survay, which was submitted by the facility on
September 2, 2008, was the focus of this
Fmonitoring siurvey. The facility provided services
and supporis for six male residents with various
disabilifies,

The finding:; of this survey were basad on
observalions and interviews at the group home
and one datf pragram, and a review of clinieal and
administrati ve records including the facility'’s
unusual Inc'dent reports.

{1 022) ggm.sE ENVIRONMENTAL REQ / USE OF {1 022) 811308
AC

Each window shall be supplied with curteins,
shades or blinds, which are kept clean, and in
good repair,

This Statuls is not met as avidenced by:

1374 3519.5 EMERGENCIES | 134

Aftsr medicif services have been securad, each
GHMRP shill promptly notify the resident” s
guardian, his or her next of kin if tha resident has
no guardian, or the representative of the
Spansoring agency of the residant * s ststus as
S00N @s potsible, followed by written notics and
documentat on no iater than forty-eight (48) hours
after the ine clent.

This Statute is not met as evidencad by:
Based on staff intarview and fecord review, the

Health Regulafion Administs ton 7 '
LABORATORY DIRECTOR'S 0 % PR REPRESENTATIVE'S SIGNATURE p( s SRV ) mw U [@0’ aq
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Continued From page 1

GHMRP fai ed to provide evidence of the prompt
notification .»f parents or guardians of significant
incidents, for two of the six residents residing in
the faclfty. (Residents #2 and #3)

The finding:: inciude:

1. Raview of the incidents and investigative

reports on March 24, 2009 at 7:45 AM revealed
the followiny injuries of unknown origin had not
been reportad to the Administrator as required:

On March 3, 2008, Resident #3 was admitted to
the local ho spital for seizure activity. The client
was dischaiged on March 9, 2009. During the
client's hospital stay, the Qualified Mentai
Retardation Professional (QMRP) observed
abrasions tu the resident’s forehead and to the
top of his head on March 4, 2009.

interviaw with the QMRP and Program Director
on March 215, 2009, at approximately 10:30 AM
indicated tht the abrasions cccurred during the
resident's hispital stay and she could not obtain
any information from the hospital staff, regarding
the abrasions. Further interview revealed the
Injury of unk rown origin was not neported to the
administrattr or to the Department of Health
(DOH). The e was no evidence the facility
reported the injury of unknown origin immedfately
8% required.

2. Review ¢f a PCP note dated February 25,
2009 on March 25, 2008, at approximately 10:00
AM reveaje(l Resiient #2 has swelling on his
forehead.

Interview wi h the QMRP on March 25, 2009, at
approximatedy 10:30 AM revealed she had no
knowledge u:f the swelling on Rasidant #2's

1374

Client#3 sustained an injury during his
stay in the hospital. QMRP was unable
to get any information pertaining to the |
incident. In-Service training was [
conducted by the Incident Management

Coordinator  with QMRP  and
residential staff on prompt reporting of
injuries of unknown origin  to
administrator apd DOH.

o)

CAYachmen-

3Iabi°‘i‘L
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forehead, Irterview ravealed that the client went
to his PCP ¢n February 25, 2008, for a follow-up.
ntarview revealed the injury of unknown origin
\gnds not reported 1o the administrator of to the

H.

There was o evidence the facility reported the
injury of unknown origin immediately to the
adminisirater and DOH.

3519.10 EMERGENCIES

In addition { the reporting requirement in 3510.5,
each GHMRP shall notify the Department of
Health, Health Facilittes Division of any other
unusual incident or event which substantially
interfares with a resident * s heaith, welfare, living
amangemaent, weil being or in any other way
places the riaident at risk. Such notification shall
be made by lelephone immediately and shall be
followsd up yy written notification within
twenty-four {24) hours or the next work day.

This Statute is not met as evidenced by:

Based on inlerview and record review, the
GHMRP fali:d to ensure that injuries of unknawn
origin are re >orted to the facllity's administrator
and govemn1ent agencies as requirad by DC
Regulation [22 DCMR Chapter 35 Section
3918.10], for two of the six residents residing in
the facility. (Residents #2 and #3)

The findings Include:

1. Review of the incidents and Investigative

reports on N arch 24, 2009 at 7:45 AM revealed
the following injuries of unknown arigin had not
been reporte<! to the Administrator as required:

1374

1378

In- Service training was conducted by
the Tncident Management Coordinator ;];b[oq
with QMRP on prompt repotting of
injuties of unknown otigihn 1o
administrator and DOH.

Please See Attachment “D

EYss12 ¥ continuation shest 3073
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On Mareh &, 2008, Resident #3 was admitied to
the local hespital for seizure activit. The client
was discha ged on March 9, 2009, During the
client's hosoital stay, the Qualified Mental
Retardatior Professional (AMRP) observed
abrasions 1> the resident's forehead and to the
top of his haad on March 4, 2009,

Interview w th the QMRP and Pragram Directar
on March 25, 2009, at approximataly 10:30 AM
indicated that the abrasions occurred during the
resident's hospital stay and she could not obtain
any informs tion from the hospital staff, regarding
the abrasia1s, Further interview revealed the
injury of unlinown origin was not reported to the
administratr or to the Department of Health
{DOH). There was no avidence the facility
feported thir injury of unknown origin immediately
as required

2. Review 1f a PCP note dated February 25,
2009 on Mz rch 25, 2009, at approximately 1000
AM reveale Resident #2 has swefling on his
forehead,

Interview w th the QMRP on March 25, 2009, at
approximat sy 10:30 AM revealed she had na
knowladge 5f the swalling on Resident #2's
forshead. I+terview revealed that the clientwent | {% 2
to his PCP .on February 26, 2009, for a follew-up. In- Service training was conducted by
Interview ravealed the injury of unknown origin the Incident Management Coordinator L; 401

T, 1ot reported to the adminfstrater of ta the with QMRP on prompt reporting of 2
DOH. injuries of unknown origin to
administrator and DOH.

There was 110 evidence the faciity reported the
injury of unl:nown arigin immediataly fo the -
administrator and DOH, : Please See Aftachment “D

e—
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PROVISIONS

resident.

This Statute is not met as
Based on o>servation,
review, the GHMRP failed
adaptive squipment was fumished and
maintainad, for one of the
the facility. (Resident #2)

The finding includes:

equipment.
citation W4:33)

1 405

PROVISIONS

programs o derated

between thii GHMRP and
including be th public and
individual practitioners,

residing in t+e facifty. (Reskdent #2)

3520.3 PROFESSION SERVICES: GENERAL

Professions | services shall inciude both diagnosis
and evaluation, including identification of
developmeital levels and needs, treatmant
services, atd services designed to prevent
detetioratio 1 or further loss of funetion by the

evidenced by
interview, and record
to ensure necessary

six residents residing in

The facility ‘ailed to ensure that Resident #2 was
provided wi f the recommended adaptive
[Ses Federal deficisncy report

3520.7 PROFESSION SERVICES: GENERAL

Profession: | services shali be provided by

by the GHMRP or personne!
employed by the GHMRP or by arrangements
other service providers,
private agencies and

This Statute is not met as evidenced by:
Based on o yservation, interview and record
review, the SHMRP failed to ensure professional
services ha i been provided in accordance with
aach resilant's needs, for two of the six residents

{la01)
{1 401}

A meeting was held at cli
‘program {o review client

protocol at gl

been provided for client ¥
in his residence and at

QMRP
during monthly visits
‘program and at his home.
feeding
(Attachment A and B )

ent # 2’s day

protocol and adaptive equipment needs,
The day program will implement the
times.

equipment to include a built
three sided plate and a plate

to monitor implementation
to client # 2 day

8/15/08

# 2's eating

alaslof\h

Adaptive |
up spoon,
riser have
2's use both

his program.

Health Regusation Adminiatn iion
STATE FORM

EYss1z
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Tha finding includes:

The QMRP falled fo ensure that Resident #£2's
day prograin used the preseribad adapliva
feeding eqiiipment as evidenced below:

Observatio.1s at Resident 22's day program on
March 24, 1008, at 12:27 PM revealed Residont
#¥2 eating i nch from a piastic storage container
and was pliiced an a riser and using a buiit up
teaspoan. Ohservations during the snack and
dinner at his residence on March 24, 2009, at
4.30 PM anc! 8:20 PM, respactively, revealed
Resident #. was eating his meals utilzing a
regular tablzspoon, saction plate and a plate
riser.

Interview w th the Qualified Mentsi Retardation
Professionz | (QMRF) on March 24, 2009, at
approximataly 10:00 AM Indicated that she was
Unaware of the day program's usgge of the
plastic sloriige container for maeals, She further
indicated that during her last monitering visit to
the day projjram she observed the client using a
plate riser, |3uit up spoon and 3c00p plate,

According 1) Resident #2's Occupational Therapy
OT) assesiment, dated January 12, 2009, which
was reviews:d on March 25, 2009 at
approximately 10:00 AM . The client was
recommenc ed saveral adaptive feading Supports
fo include a three sided Plate, and buift up speon,

1422] 3521.3 HAEILITATION AND TRAINING

Each GHMARP shall provide habilitation, training
and assistaiice to residents in aceordance with
the resident ‘ s !Individual Habilitation Plan,

1422

in

A mesting was beld at client # 2's day
program to review clisnt # 2'g eating
protocol and adaptive equipment needs,
The da'_]v program will implement the
protocol at all times, Adaptive
equipment 1o include a built up spoon, ?Iad o
! three sided plate and a plate riser have
been provided for client # 2's use both

QMRP to moniter implementation
« during monthly visits to client # 2 day
program and at his home,

. (Attachment A and B )
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This Statut2 is not met as evidenced by:

Based on ¢bservation, staff interview and record
review, the GHMRP falled to ensure habilitation, -
training and assistance was provided to residents
in accordanice with their Individuat Habilitation
Plan (IHP), for one of the six residants residing in
the facility. {Residant #5)

|| The finding includes:

During eve:ing observations on March 24, 2009
at4:30 PM, Resident ¥8 was observed pulling on
his nipples. At 5:45 PM, Resident #8's pocket
shitwas tern. interview with the Qualified Mental
Retardatior Professionat (QMRP) on the same
day at 6:45 PM revealed that the resident had
bean pullini} on his ripples because his shirt was
torn and he did not come horme from day
program wih a tom shirt. Further interview
indicated that the client had a Behgvior Support
Plan (BSP) to address his behavior of nipple
pulling.

Review of Flesident¥s's Psychoiogical
Assessment dated January 22, 2009 on March
25, 2009 at 9:30 AM revesiad, ling on nipplos”
a3 a targets ¢ maladaptive behavior to be
addressed In the residant's BSP, Further review
of the client s BSP dated February 3, 2009,
included intsrventions to address the behaviors of
aggression, clothes tearing andg touching peapie.
The BSP hcwever, did not include Interventions
to address julling on his nipples.

Client # 6’s BSP is befug reviewed by
Interviaw with QMRP on March 25, 2009, verified the psychologist and revised to include
there was n> evidence that the current BSP interventions and strategies to address
addressad rlocumented interventions to manage nipple puiling. A BSP will be 5’3 olf-'*?
Resident #8's behavior of pulling on his nipples, implemented by
The facifity {niled to develop written interventions
to address 1ind/or manage Resident #8's

Health Regulation Admimats Fon
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Continued From page 7
maladaptive behavicr,

3523,1 RESIDENT'S RIGHTS

Each GHNIRP residence director shall ensure
that the rights of reaidents are observed and
pretected in accordance with D.C. Law 2-1 37, this
lchapter. and other applicable District and federa!
aws,

This Statuie is not met as evidenced by:

Based on interview and recond review, the
GHMRP fsiled to ensure the rghts of residents
Wwere obseived and protected in accordance with
D.C. Law 2-137 (Rights of Mentsily Ratarded
Citizensg), t1ie chapter, and other applicable
District anc| Federal Laws, for one of the six
residents r2siding in the facitity, (Resident #6)

The finding includes:

The facility fallad to ensure that informed consent
was obtsin ad from Resident #8 and/or his legal
guardian prior to the administration of his
psychotropic: madications.

Medication administration observation on March
24, 2008 al 8:00 PM revealed that Resident #5
recsived Siroquel, Inderal, Netrontin and
Depakota. Interview with the Licensed Practical
Nurse (LPM) on March 24, 2009 at 6:20 PM
indicated t st the resident received the
aforementinned medication for his maladaptive
ors.

During the 2ntrance conference on March 24,
2008 at 8:00 AM, an Interview was conducted
with the Qualified Mental Retardation
Profassion:) (QMRP) revealed the resident did

1422

Client # 6's general medical Guardian
has signed the consent form for the use
of client# 6's psychotropic medications,
The consent form includes the benefits
/potential side effects associated with
the medicating. QMRP will ensure that
consents are appropriately signed by the
Guardian,

ian

stion
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not hava tha capacity to give informed consent
for the use of medications and habilitation
services, .

Review of Flesident #6's record on March 24,
2008, at 1030 AM revealed 3 psychological
assessment dated January 22, 2009, that verified
the QMRF"; statement. According fo the
assessment, Resident#3 "is nat able to make
independer t decisions concarming his residential
or day placomaents. He Lacks the cognitive skills
necessary {0 understand the implications of such
decisions a1d therefore cannot give his informed
consent. Hs lacks the judgment and insight

-required to make decisions independently.” The

QMRP further revealed the resident had a court
appointed ¢ uardian to assist him in decision
making.

Review of la Resident #6's medical record and
additional iv terview with the QMRP on March 24,
2009 at apy roximately 10:45 AM failed to provide
evidence thal Resident #6's treatment needs,
including th» banefits and potential side effects
associated with his medications, snd the right to
refuse freatnent, had been explained to him
and/or a teg ally authbrized representative.
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